Adrenal Failure in Bronchial Asthma SIR,-In view of ,recent psiblicationsl-l and correspondence,4 5 including the report of a death,6 concerning the sulbstitution of beclomethasone dipropionate by inhalation for systemic corticosteroid therapy in bronchial asthma, we wish to record the following case to emphasize that, even when the maintenance dose of prednisolone is reduced slowly, clinical manifestations of adrenocortical hypofunction may appear.
A man aged 43 started regular treatment with oral prednisolone for chronic asthma in 1958 and was stabilized on a maintenance dose of 7 5 mg daily. In December 1972 beclomethasone dipropionate 100 jig four times daily by inhalation was added to this treatment, and after two weeks the dose of prednisolone was reduced to 6 mg daily. The dose had to be temporarily increased to 20 mg daily a few weeks later because of a recurrence of asthma associated with an influenzal illness. From March 1973 further reductions in dose of 1 mg per day were made at monthly intervals without any subsequent deterioration in the forced expiratory volume in one second (FEV,) , which remained in the range 1-3-1-6 1. In July, after the dose of prednisolone was reduced from 2 mg to 1 mg daily, he started to complain of malaise, weakness, lethargy, and pains in the back and lower limbs. When prednisolone was withdrawn a month later he felt much worse and was noted to have lost 5 kg in weight over a period of three months. His FEV, was unchanged at 1-6 1., the blood pressure was 120/80 mm Hg, and the serum electrolytes were normal. The morning basal plasma cortisol was 4 ,ug/100 ml and rose to only 12 iLg/lOO ml 30 minutes after 0-25 mg of tetracosactrin by intramuscular injection. (25 August, p. 443) for more effective deployment of hospital social workers? Though basic personality is undoubtedly an essential prerequisite, we would suggest that the skills necessary to understand and help anxious or disturbed patients who may ha,ve added difficulties of cominunication are learned and not innate (psychiatrists are made and not born). A graduate degree in sociology or psychology may not equip a social worker entirely for such a task, but we believe it to be of greater value in this respect than the average medical student's education, which considers the patient's persona to ibe of negligible importance compared with his lump or his diabetes. Add to this the content of a hospital doctor's work which is-necessarilyunlikely either to leave him time or to make i.t a priority to stop and listen for half an hour to a querulous patient. If the social worker can provide such a service, then the medical profession should be grateful, not jealous, for not only does it free them to treat the illness (which is why most of them are in the business) but would encourage quicker rehabilitation of the patient.
Unless or until the medical school curriculuem includes within its terms of
